The majority of resident satisfaction surveys available for use in assisted living settings have been developed in the United States; however, empirical assessment of their measurement properties remains limited and sporadic, as does knowledge regarding their applicability for use in settings outside of the United States. This study further examines the psychometric properties of the Ohio Department of Aging-Resident Satisfaction Survey (ODA-RSS) and explores its applicability within a sample of Canadian assisted living facilities. Design and Methods: Data were collected from 9,739 residential care facility (RCF) residents in Ohio, United States and 938 assisted-living residents in British Columbia, Canada. Confirmatory factor analysis was used to assess the instrument's psychometric properties within the 2 samples. Results: Although the ODA-RSS appears well suited for assessing resident satisfaction in Ohio RCFs, it is less so in British Columbia assisted living settings. Adequate reliability and validity were observed for all 8 measurable instrument domains in the Ohio sample, but only 4 (Care and Services, Employee Relations, Employee Responsiveness, and Communications) in the British Columbia sample. Implications: The ODA-RSS performs best in an environment that encompasses a wide range of RCF types. In settings where greater uniformity and standardization exist, more nuanced questions may be required to detect variation between facilities. It is not sufficient to assume that rigorous development and empirical testing of a tool ensures its applicability in states or countries other than that in which it was initially developed.
In recent decades, increased emphasis has been placed on the importance of resident involvement in the assessment of care quality within the continuum of elder care. Consumer satisfaction represents a valuable subjective measure of quality of care that is different from, yet complementary to, that garnered from service providers or more objective clinical indicators (Harris-Kojetin & Stone, 2007) . The assessment of consumer satisfaction is one of the most direct ways of empowering consumers to express their perspectives about the quality of services they receive (Applebaum, Straker, & Geron, 2000; Geron, 1998) ; such feedback is critical to ensuring that the care and services provided are those desired by residents (Chou, Boldy, & Lee, 2002) . Satisfaction surveys can therefore serve as potent tools for improving service delivery (Cohen-Mansfield, 2000; Moran, White, Eales, Fast, & Keating, 2002) , as well as an important and effective means for holding service providers accountable (Gesell, 2001) . In this study, we sought to further establish the psychometric properties of one of the more comprehensive instruments for assessing resident satisfaction within assisted living and test its applicability for use outside of the United States.
Satisfaction Within Assisted Living
Assisted living is an increasingly popular care alternative for individuals no longer able to live independently in their own home, but who do not require the increased level of care provided in a nursing home (Hawes, Phillips, Rose, Holan, & Sherman, 2003) . There is a common emphasis on the provision of a social model of care that seeks to promote resident independence, autonomy, and choice within a homelike environment (Eckert, Carder, Morgan, Frankowski, & Roth, 2009; Edelman, Guihan, Bryant, & Munroe, 2006) .
Initiatives by researchers (Chou, Boldy, & Lee, 2001; Edelman et al., 2006; Moran et al., 2002; Sikorska-Simmons, 2001 ), proprietary firms (e.g., Service TRAC Inc., Vital Research, LLC), and states (e.g., Iowa, Ohio, Oregon, Washington, Wisconsin) have resulted in the development of a number of satisfaction surveys for use within assisted living (Ejaz & Castle, 2007; Lowe, Lucas, Castle, Robinson, & Crystal, 2003) . However, considerable variation exists between instruments with regards to item content, number of questions and domains, response format, mode (e.g., mailed survey, in-person interview), and frequency (e.g., annual, biennial) of administration, and psychometric properties (Castle, 2007; Castle, Lowe, Lucas, Robinson, & Crystal, 2004; Lowe et al., 2003) .
Of particular methodological concern is the absence of rigorous testing (and reporting) of validity and reliability (Carpenter, Sherida, Haenlein, & Dean, 2006; Castle, 2007; Castle et al., 2004; Chou et al., 2001; Geron, 1998; Lowe et al., 2003) . In terms of validity, involvement of consumers in the instrument development process is essential for ensuring that item content reflects that which is important to consumers; yet, a number of measures omit this step (Geron, 1998; Lowe et al., 2003) . In the absence of resident input, satisfaction instruments may not address key values and perceptions, potentially leading to "ceiling effects" and difficulties making statistical comparisons within and between sites (Lowe et al., 2003) . Only a few researchers (Chou et al., 2001; Edelman et al., 2006; Straker, Leek, McGrew, Ejaz, & Peters, 2007) report results from exploratory or confirmatory factor analyses (CFAs). Instruments without established psychometric properties may provide useful information for quality improvement efforts within individual facilities; however, their use for facility benchmarking/comparative performance evaluation is questionable (Castle, 2007; HarrisKojetin & Stone, 2007; Lowe et al., 2003) .
To date, all but two assisted living satisfaction surveys in the published literature (one Australian: Chou et al., 2001 ; one Canadian: Moran et al., 2002) have been developed for use within the United States. At issue for practitioners or researchers outside of the United States, who seek a psychometrically sound, well-established tool with which to assess resident satisfaction, is whether the survey questions remain contextually relevant. In such instances, it is recommended that additional work be conducted to determine the extent to which survey domains and questions remain applicable (Chou et al., 2001) . This study provides a strategy for this suggested work. Our approach is applicable between international settings, as well as among diverse provider types within the United States or other countries.
Following an extensive literature review, and in the absence of a rigorously tested, empirically sound Canadian instrument, the largest health authority in British Columbia, Canada adopted one of the more comprehensive, empirically tested U.S. instruments, the Ohio Department of AgingResidential Satisfaction Survey (ODA-RSS; Straker et al., 2007) , as a means of assessing satisfaction among its assisted living residents. Developed for use within Ohio's residential care facilities (RCFs), a licensing category that covers a diverse range of facility types including assisted living, ODA-RSS items are designed to ensure their relevancy for all residents, regardless of setting (Straker et al., 2007) . It was therefore felt that the ODA-RSS was a suitable choice for assessing resident satisfaction in British Columbia assisted living settings. Although survey items appear relevant and applicable, this has yet to be empirically confirmed. The biennial administration of the ODA-RSS by authorities in both Ohio and British Columbia offered an ideal opportunity to further examine the psychometric properties of the instrument, particularly in determining its applicability for use in an assisted living setting outside of the United States.
Assisted Living in British Columbia and Ohio
In British Columbia, assisted living has been available to seniors and adults with disabilities in need of a supportive, semi-independent living environment since 2002. In contrast to the United States, where only about one in five residents receive public (Medicaid) payment for their RCF stay (Caffrey et al., 2012) , the majority of assisted living in British Columbia is publicly funded, with costs shared between several federal and provincial organizations, the local health authority, and the tenant (approximately 70% of their after tax income). As of 2011, there are 6,926 assisted living units in the province, 4,388 of which are publicly subsidized and 2,538 of which are private pay. In Fraser Health, the regional health authority within which the study was conducted, there are 2,196 assisted living units in 52 facilities, of which 1,344 units are publicly funded and 852 are private pay. (In Canada, health care is the responsibility of the provinces and territories, who provide goals, standards, and agreements for health care service delivery; within British Columbia, handson service delivery is overseen by regional health authorities.) The assisted living model is standardized (in terms of the facility environment and service delivery) across all five health authorities in British Columbia; all assisted living providers offer unfurnished, lockable one-bedroom or studio units, up to two meals a day, weekly housekeeping and laundry service (linens and towels), access to recreational activities, a 24-hr emergency response system, and up to 1.5 hr daily of scheduled personal care assistance with activities of daily living (e.g., eating, dressing, bathing), and/or medication management. In this regard, Fraser Health assisted living can be considered reasonably representative of assisted living across British Columbia.
In Ohio, assisted living is an informal selfspecified facility designation within the larger licensing category of RCFs. In contrast to Fraser Health, where the majority of residents receive public funding, Ohio assisted living is largely private pay. A key distinction, however, pertains to the degree of cognitive impairment experienced by residents. In Fraser Health, more than 90% of tenants experience some mild cognitive impairment. With the exception of those who live with a spouse who can make decisions and communicate for them, tenants with moderate or severe dementia are not eligible for assisted living. Single tenants whose mild cognitive impairment progresses to the point at which they are no longer able to direct their own care are typically wait-listed for nursing home (i.e., skilled nursing) care. Typically, two thirds of residents will move from assisted living to nursing home care. In contrast, more than a quarter of Ohio RCF residents exhibit moderate to severe cognitive impairment, and a third receive intermittent skilled nursing care (Mehdizadeh, Applebaum, Nelson, & Straker, 2011) .
Given the overlap with regards to services provided, the less specific ODA-RSS item wording (so as to be applicable across all conceptual meanings of a term, e.g., safety), and straightforward language use (so as to capture the experiences of residents with varying degrees of cognitive impairment), the ODA-RSS questions are believed to be relevant and applicable to residents in British Columbia. We therefore hypothesized that the psychometric properties of the ODA-RSS would be similar for both the Ohio and British Columbia (Fraser Health) samples.
Design and Methods

ODA-RSS
In 2005, the Ohio General Assembly instituted the development of a satisfaction survey for residents of RCFs (Straker et al., 2007) . Development of the ODA-RSS proceeded in several phases: five focus groups, conducted with residents of RCFs (including three assisted living sites), established relevant themes and topics; Long-Term Consumer Guide Advisory Council input reduced the topic areas to a manageable list; two rounds of cognitive interviews with a small number of facility residents examined question wording and response choices; a test-retest written survey and interview protocol in a small sample of facilities examined mode of survey administration (limited written responses led to the decision to use in-person interviews for the statewide administration); and finally, psychometric testing (exploratory factor analysis and reliability analysis) verified domain construction.
Further psychometric testing (CFA) was conducted on the ODA-RSS following its inaugural statewide administration in 2007 (Straker & Brown, 2008) . CFAs, based on data from more than 9,000 interviews with residents in 529 RCFs, led to some minor modifications (e.g., small reduction in number of questions, slight rearrangement of questions between domains). The resultant instrument revealed good model fit, as assessed by three common indicators, model chi-square, incremental fit index (IFI), and root mean square error of approximation (RMSEA), and reliability (chi-square p-value = .55 to > .001; IFI = .91-1.00; RMSEA = .001-0.06; Cronbach's alpha = .53-.78; Straker & Brown, 2008) .
In its current form, the ODA-RSS includes 46 questions in 11 domains (Table 1) (where 4 = Yes, Always; 3 = Yes, Sometimes; 2 = No, Hardly Ever; 1 = No, Never); a Don't Know/Doesn't Apply category is also included, though not scored. Domain scores are calculated by totaling values for all Always, Sometimes, Hardly Ever, and Never question responses and dividing by the total number of question responses (excluding Not Applicable).
Several minor changes were made to the ODA-RSS prior to its use within Fraser Health. These included removal of the General Satisfaction domain (as questions within this domain were not deemed as relevant to Fraser Health residents) along with some minor wording changes (e.g., substitution of staff for employee and tenant for resident). The response set remained unchanged. For the purposes of this study, analyses were conducted using the 10 domains and 42 questions common to both the Ohio and British Columbia sample (Table 1) .
Survey Administration
Ohio.-Data for the current analysis are drawn from the 2009 Ohio RCF Resident Satisfaction Survey (i.e., ODA-RSS), which was conducted by Vital Research, LLC under contract to the ODA. Each RCF was contacted to schedule an interview date(s) and to request that an electronic census list of all residents be provided 2 weeks prior to such date. Facilities were given the option to ask guardian permission for residents with legal guardians. The resultant census list was imported into an Access database that calculated the target number of interviews to complete at each facility (in order to meet the ±10% margin of error) and randomly selected a list of residents to approach for interview at each facility. When interviewers arrived at the facility, residents whose guardians had refused and residents in isolation were identified; interviewers were instructed to approach any of the other residents on their list. Consent to participate was obtained from residents or their proxy at the start of the interview. If interviewers were unable to complete the target number of interviews on the originally scheduled date(s), the facility was asked to reschedule a return date. All data were entered into SPSS for analysis.
British Columbia (Fraser Health).-Canadian data are drawn from the 2010 Fraser Health Assisted Living Tenant Satisfaction Survey (i.e., the slightly modified ODA-RSS), which was conducted by the health authority. In contrast to Ohio, a mail-out format was adopted, primarily due to Source: Straker and Brown (2008) .
budgetary constraints. The survey was mailed directly to all publicly funded assisted living tenants within the health authority. Assisted living site administrators were encouraged to meet with tenants prior to the survey mail-out to outline the survey process and to post on-site reminders regarding the survey. Following the Dillman (2000) mail survey protocol, each survey package consisted of a letter from the Director, Assisted Living, survey instructions and the survey, and a business reply stamped/addressed return envelope. Each package was marked with "Time Sensitive Material -Please Open and Return by …" Tenants had approximately 2 weeks to complete and return the survey to an independent third party. Surveys were then forwarded to an independent consultant for data entry and analysis. If tenants required assistance to complete their survey, survey instructions directed them to seek assistance from a family member or friend. A thank-you/reminder postcard was mailed to all tenants 2 weeks following the initial mail out. In terms of consent, a passive consent process was adopted; completion and return of a survey was taken to imply that the tenant consented to participate. Again, all data were entered into SPSS for analysis. For the purposes of this study, both the Ohio and Fraser Health data were completely anonymized; study protocol was approved by the respective ethics/institutional review boards.
Analysis
The purpose of our analyses was to (a) compare the 10-factor measurement model of resident satisfaction in the Ohio and British Columbia (Fraser Health) sample and (b) further assess the reliability and validity of the ODA-RSS. Both stages of the analyses were conducted using CFA, which permits evaluation of a measurement model that depicts relationships among a series of latent factors (i.e., components of resident satisfaction) and the relationships between such factors and the survey items believed indicative of them. Figure 1 outlines the proposed measurement model for resident satisfaction in assisted living. Factors (i.e., satisfaction domains) are represented by the 10 ovals, whereas the observed variables (i.e., the survey items) are shown as rectangles. The small ovals below the observed variables represent the residual error associated with each observed variable. The single-headed arrows pointing from the factors to the observed variables identify the hypothesized direct effects.
In the first stage of the analysis, CFA was used to evaluate the goodness of fit of the proposed measurement model for the two samples. Using AMOS 18.0 (Arbuckle, 2009) , CFA was conducted via the Full Information Maximum Likelihood estimation method, which incorporates cases with missing values into parameter estimations (Arbuckle, 1996) . For ease of interpretation, the original response scale values were converted to a 100-point scale (i.e., 100 = Yes, Always; 67 = Yes, Sometimes; 33 = No, Hardly Ever; 0 = No, Never). Model fit was assessed using the chi-square goodness-of-fit test (Loehlin, 2004) , the Tucker-Lewis Index (TLI; Brown, 2006) , the comparative fit index (CFI; Bentler, 1990) , and the RMSEA (Steiger, 1990 (Kline, 2011) .
In the second stage of the analysis, CFA was used to examine the structure of the individual satisfaction domains. The model fit guidelines outlined previously were also used to evaluate the model fit of the individual domains. Cronbach's alpha was computed to assess the reliability of the individual domains; α > 0.6 was considered indicative of adequate internal consistency (Edelman et al., 2006) . Sample sizes for both Ohio and Fraser Health were sufficient for the required CFA (Schreiber et al., 2006) .
Results
Response Rate
Of the 571 RCFs in Ohio in 2009, 558 (97.7%) agreed to participate in the survey process. From these 558 sites (and their 25,134 residents), 10,401 residents were randomly selected for an interview; 588 residents were excluded from the interview process due to refusal, inability to respond, discharge, hospitalization, or other unspecified reason; and a further 74 residents did not complete the interview (for similar reasons). Hence, a total of 9,739 interviews were completed, for a response rate of 93.6%. The average age of participants was 85 years, and the majority (73%) were women; 163 participants required assistance (primarily from family members) to complete the interview Table  1 . Standardized regression coefficients are reported in Table 3 . The model was constructed according to Straker & Brown (2008) . (Vital Research, 2010) . Such assistance typically included question interpretation, and/or reminders as to things the resident had said about the facility/ their care. Family members did not serve as proxy respondents; if a resident was unable to answer, their family member did not answer for them.
Of the 1,317 surveys distributed in Fraser Health, 938 completed surveys were returned for a response rate of 71.2%. Two thirds of the surveys were received by the requested return date, with the remainder of the surveys received within a month of the requested return date. The majority of survey respondents were women (78.7%), and had a mean age of 84.1 years. On average, respondents had resided at their current site for 2.3 years. As the survey process was designed to be completely anonymous, it cannot be determined whether nonrespondents systematically differed from respondents.
Forty-one percent of respondents received some assistance completing the survey (36.1% from family/friend; 4.9% from staff). Although it could be argued that the provision of such assistance could bias responses, written notations next to this question overwhelmingly indicated that family members/ friends' roles were primarily that of reader and/or scribe (functions similar to those played by an interviewer) as opposed to that of a proxy respondent.
Descriptive Summary of ODA-RSS Responses
Summary statistics for each satisfaction domain were computed separately for Ohio and Fraser Health ( Table 2 ). The vast majority of residents in both samples chose the positive response categories (i.e., Yes, Always & Yes, Sometimes) for all items, resulting in skewed distributions for all domains. Differences were observed with regards to the variability of the Choice (SD = 1.3 in Ohio vs. 0.8 in Fraser Health) and Meals and Dining (SD = 1.6 in Ohio vs. 2.0 in Fraser Health) domains. For example, the vast majority of responses to the Choice domain in Fraser Health were Yes, Always.
Confirmatory Factor Analysis
The measurement model consisted of 10 correlated factors of resident satisfaction: Activities (three items); Choice (five items); Care and Services (four items); Employee Relations (four items); Employee Responsiveness (four items); Communications (five items); Meals and Dining (five items); Laundry (two items); Facility Environment (five items); and Resident Environment (five items). Although, within the Ohio sample, the chi-square value is significant (likely due to the large sample size) and TLI is slightly below the suggested cutoff, Table 3 presents the itemized model fit and Cronbach's alpha for each domain. Although most individual domains showed good reliability, the Care and Services and Laundry domains in the Ohio sample, and Choice in the Fraser Health sample displayed relatively lower reliability (α = 0.56, 0.53, and 0.52, respectively); however, it is generally difficult to achieve adequate reliability within a scale that has fewer items (e.g., two-item Laundry domain).
Discussion
This study sought to further examine the psychometric properties of the ODA-RSS and its applicability for use with assisted living residents outside of the United States. To date, few published articles have examined the psychometric properties of existing resident satisfaction tools in assisted living, and to our knowledge none have explored the use of the tools outside of their country of origin.
As evidenced by overall model fit, the ODA-RSS appears well suited for assessing resident satisfaction in Ohio RCFs, but less so in British Columbia assisted living settings, a finding which is contrary to that hypothesized. Four of the eight domains for which model fit could be determined, Care and Services, Employee Relations, Employee Responsiveness, and Communications, performed well in both Ohio and Fraser Health samples. These domains include such topics as access to snacks and drinks, courteous, respectful, friendly and dependable staff, and management's ability to resolve problems. These items, which are indicative of quality of life issues, appear to resonate in similar ways with older adults in both Fraser Health and the wide range of Ohio settings. Similar items are found on the Ohio nursing home satisfaction surveys, as well as on other tools measuring nursing home culture change. Our findings provide further evidence that quality-of-life issues cross multiple settings (and health care contexts) and offer important information about overall well-being that may provide an important starting point for assessing satisfaction, regardless of the service or setting.
The wide relevance of these domains also provides advice for practice. Satisfaction information provides, first and foremost, important information that facilities can use to improve the experience of their residents. The importance of areas such as problem-solving, courteous and respectful treatment, and friendliness, among others, illustrates the importance of interpersonal aspects of care. Facility management and staffing practices that allow time for staff and residents to develop relationships and for staff to treat residents as individuals would be relevant to resident satisfaction, regardless of the setting.
The remaining four domains (Choice, Meals and Dining, Facility Environment, and Resident Environment) do not appear to capture the nuances of the assisted living context in Fraser Health as well as they do in Ohio. One of the hallmarks of the Fraser Health assisted living program is respect for, and provision of, resident choiceresidents are able to choose how, where, and with whom they spend their time. Also, in contrast to Ohio RCFs, the preponderance of Fraser Health residents exhibits little or no cognitive impairment, giving them the ability to make decisions and communicate their choices. Although the predominance of Yes, Always responses within the Choice domain reflects this emphasis, it suggests that existing survey items may be insufficiently sensitive to capture the variation in Choice that potentially exists across Fraser Health assisted living sites. The use of satisfaction measures for comparative performance evaluation requires instruments to detect the variation or differences between sites; yet, lack of response variability is one of the most common challenges associated with the assessment .731
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*p < .05. **p < .01. ***p < .001. of resident satisfaction (Castle, 2007; Moran et al., 2002) . Often-suggested reasons for a positive resident bias include fear of retribution from the facility, very low expectations that are far exceeded by the actual care experience, or an inability to critically evaluate care because residents lack knowledge about other facilities for comparison.
Although the predominance of positive responses may please assisted living providers, it potentially creates a false impression in which providers believe they are doing a stellar job when this may not be the case (Castle, 2007) , thus hindering changes with the potential to improve care quality. Examples of additional areas for resident choice that might differentiate among Fraser Health facilities include choice of staff to provide their care, choice in timing of assistance with ADLs, having choice in the activities that are offered to them, and having choice or input into facility-level decisions such as laundry hours or decorating (Miller et al., 2011) . Questions within Meals and Dining were designed to tap into aspects that were relevant across wide variation in meal service in Ohio RCFs, that is, restaurant style (preplated), buffet style, or family style (residents serve themselves from dishes on table). Far less variation is observed within Fraser Health in which all meals are served restaurant style. Consequently, the survey questions may not be capturing the most relevant aspects of the Meals and Dining context for Fraser Health residents. Judging from written feedback included in the additional comments section of the Fraser Health surveys, the type of food served, greater menu variation, appropriateness of menu items for those with special diets, and alternative meal options appear more pressing issues for residents. In addition, considerable diversity exists with regards to the kitchen amenities found in Ohio RCFs (e.g., from none, to refrigerators or microwave ovens, to a full stove and refrigerator). Far more uniformity exists in Fraser Health, where all suites are required to have a refrigerator, sink, and space for a microwave, thus potentially offering additional choice and autonomy in meal and dining options.
As previously described, substantial diversity also exists in the physical environments of Ohio RCFs. Facilities may be purpose built or converted old houses, situated in inner city, urban, or suburban neighborhoods. Some facilities are situated on park-like grounds (with no amenities nearby), whereas others have no surrounding grounds/safe outdoor space for residents to access. Such variation contrasts starkly with the more standardized physical environments of Fraser Health sites, the majority of which were purpose built within the last decade with readily accessible outdoor space/ grounds. Facilities tend to be situated close to amenities in relatively safe, suburban neighborhoods. Accordingly, questions regarding the maintenance, attractiveness, and cleanliness of the facility environment may not be as salient for Fraser Health residents. Similarly, as all Fraser Health facilities were built within a similar time period, they would have been subject to the same building code.
Over time, Fraser Health facilities may well "age into" the questions within the Facility Environment domain. Interestingly, an increasing number of comments were observed with regards to the cleanliness of both residents' suites and common areas in the 2010 survey compared with the 2008 survey (e.g., residents noted that carpets were becoming increasingly worn and stained). This is not surprising given that facilities are gradually aging-it is much easier to keep a new facility clean and shining than an older one.
Focus groups conducted during the initial survey development in Ohio indicated that safety issues often stemmed from having potential strangers (e.g., roommate's visitors) in their room. Within Fraser Health, however, all assisted living suites are private; facilities function much the same as a regular apartment building in that visitors need to be "buzzed" inside the building. Written comments on the Fraser Health surveys suggest that residents perceive safety threats as originating from outside the building (e.g., other residents admitting strangers into the building). Residents may therefore not have interpreted the questions in the same way as some of the Ohio residents.
Study findings illustrate the danger in assuming that rigorous development and empirical testing of a measurement tool ensures its applicability in states or countries other than that in which it was initially developed and speak to the importance of establishing the similarity or differences in care settings (e.g., policy, services, infrastructure) prior to the instrument's use. For example, in this study, the differences outlined previously were not ascertained until after the analyses were conducted.
It is important to note that the ODA-RSS was sensitive enough to pick up the differences in infrastructure that existed between the two samples. It appears that the ODA-RSS performs best in an environment that encompasses an expansive range of RCF types. Although existing survey items are sufficiently broad to capture this range, settings which entail greater uniformity and standardization likely require more nuanced questions. This issue may also arise in several U.S. states (e.g., Oregon) in which assisted living is a distinct category, with facility characteristics encompassing levels of privacy and choice similar to the facilities found in Fraser Health.
An interesting avenue for further research would be to compare model fits among a subset of Ohio providers with those in British Columbia. For example, facilities certified for the Ohio Medicaid Assisted Living waiver have private, lockable units, in-unit bathrooms and cooking areas and have an infrastructure similar to facilities in Fraser Health. The model fit in these facilities may be more similar to Fraser Health than to other very different Ohio RCFs. Alternatively, the differences among resident cognitive impairment in Ohio and British Columbia may be driving some of the discrepancies between model fits. Additional work to untangle the discrepancies observed, other than those imposed by two different care systems, would assist greatly in understanding the challenges in developing and using satisfaction tools across a wide range of settings both in the United States and internationally. Finally, although we attributed the observed discrepancies to characteristics of the assisted living settings in general, it is possible that such discrepancies could be attributed to differences in the concept of assisted living between Ohio and British Columbia. Consequently, future research should attend closely to how assisted living is conceptualized in differing geographic locations.
This study is not without limitations. Given that Fraser Health is only one of five health authorities within British Columbia, findings cannot be assumed to be representative of all assisted living residents within the province. However, as the assisted living model is standardized across all health authorities, in regards to the facility environment and service delivery, and administrative data indicate that resident demographics are similar across authorities, there is little reason to think that the results would be substantively different from those observed here. On a related note, Ohio (i.e., interview) and British Columbia (mail) adopted different survey modes, and therefore, the interpretation/comparison of response rates may require caution (Miller & Salkind, 2002) . Also, while this study utilized cross-sectional data, resident characteristics, facility infrastructure, and policy are likely to change with time. Periodic examination of the instrument's psychometric properties and calibration of survey items, adjusting for demographic and social changes, is therefore recommended (Edelman et al., 2006) .
In conclusion, study findings provide further support for the ODA-RSS as a psychometrically valid and reliable instrument for assessing resident satisfaction within Ohio RCFs. Recently conducted focus groups and cognitive interviews with Fraser Health residents have resulted in further modifications to the Choice, Meals and Dining, Facility Environment, and Resident Environment domains, the validity and reliability of which will be examined following the next administration of the Fraser Health survey. It is anticipated that these modifications will ensure its appropriateness for use within the other British Columbia health authorities that have expressed interest in utilizing the instrument.
This research makes an important contribution to the satisfaction literature, particularly given the dearth of psychometrically sound instruments for use in quality improvement programs, and/or comparative performance evaluation. Continuous efforts to ensure the adequate psychometric properties of resident satisfaction measurement tools are critical given their potential role in the development of long-term care policy and systems, and in turn, residents' quality of life.
